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We present the case of a 70-year-old man with
polyaneurysmal disease and an asymptomatic right
profunda femoris artery aneurysm (PFAA).
PFAAs are peripheral aneurysms with significant
morbidity. They have a higher rate of rupture than
other peripheral aneurysms and a high amputation
rate. We recommend prompt surgical treatment for
all asymptomatic PFAAs.
Case Report
A 70-year-old white man was referred for evaluation
of an asymptomatic 7.5-centimeter (cm) abdominal
aortic aneurysm (AAA). History was notable for clau-
dication and a 60-pack year smoking history. He had
no other atherosclerotic risk factors. He had promi-
nent femoral pulses and ankle brachial indices (ABI's)
of 0.80 and 0.86 on the right and left, respectively.
Arteriography demonstrated the AAA as well as a
2 cm aneurysm of the distal right profunda femoris
artery, thrombosed popliteal artery aneurysms, and
aneurysms of the left internal iliac and bilateral com-
mon femoral arteries. The aneurysms were repaired
with three operations over a 6-month period.
The right common femoral artery aneurysm (CFAA)
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opened and flow reestablished with a reversed auto-
logous vein graft sewn end-to-side to the PTFE graft
(Fig. 2). ABIs were unchanged postoperatively, and
the patient is doing well 2 years later.
Discussion
Atherosclerosis is the most common cause of PFAAs.
Other causes include trauma, autoimmune disease,
and collagen vascular disease.1±4 PFAA's commonly
present as an extension of a CFAA (type II) as
described by Cutler and Darling.3 Isolated PFAAsFig. 1. Arteriogram of a true aneurysm of the right profunda femoris
artery before repair.
l rights reserved.
Fig. 2. Arteriogram following repair of a right profunda femoris
artery aneurysm with saphenous vein graft sewn end-to-side of
10 mm PTFE interposition graft used to repair the right common
femoral artery aneurysm.
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aneurysms and 1±2.6% of femoral aneurysms.1,2 The
rarity of PFAAs has precluded a definitive study of
the true natural history, and the clinical behavior
of these aneurysms is estimated by reviewing case
reports and reports of the management of type II
CFAAs. PFAAs occur with other aneurysms 45±81%
of the time.1±5 Twenty percent of patients with PFAAs
in the series reported by Tait et al. had three or more
aneurysms.5
PFAAs have a high rate of rupture in comparison
with other peripheral arterial aneurysms, resulting
in emergency surgical procedures with significant
morbidity.3,5 In one series, one in three ruptured
PFAAs resulted in amputation.1 Additional complica-
tions include acute expansion with femoral nerve
neuropathy or phlegmasia from venous occlusionEur J Vasc Endovasc Surg Vol 24, July 2002and acute leg ischemia secondary to thrombosis or
embolization.1±5 The significant morbidity associated
with an emergency operation and the uncertainty
of the natural history of PFAAs have led to recom-
mendations that asymptomatic PFAAs be repaired
electively.4,5 Ideally, PFAAs are managed with restora-
tion of arterial continuity after aneurysmorraphy or
resection. Ligation is done only if the SFA is patent,
thus emphasizing the importance of preoperative
arteriography. Our patient underwent bypass of his
PFA aneurysm because of a severely disease SFA, and
the PFAA was accessible via the approach for the
CFAA repair.
PFAAs are rare and present typically in patients
with atherosclerotic risk factors and polyaneurysmal
disease. The complication rate (rupture, embolism,
thrombosis, or acute expansion) of PFAAs is high
with the attendant comorbidities of an emergent pro-
cedure in an atherosclerotic population. Therefore,
prompt surgical treatment is warranted for all asymp-
tomatic PFAAs.
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